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AGENDA | TEM

Skilled nursing facilities: assessing quality
-- Sally Kaplan, Karen M| gate

MR. HACKBARTH. Sally and Karen are going to lead off with
t he di scussion of skilled nursing facilities and tools to assess
quality.

DR. KAPLAN: In this session, we discuss the Medicare's
programcurrent ability to assess quality for skilled nursing
facility patients. Currently, except for three indicators on
CVMB' s website, nost information on SNF quality is not specific to
short stay patients, the Medicare patients. Yet experts tell us
t hat because the goals of care are so different, it's inportant
to collect information specific to these patients.

In this analysis we are |ooking at what is available to
measure quality, and whether this information captures the
concerns about quality for SNF patients. First, we'll describe
the inmportant differences between short stay patients and | ong
stay residents of nursing homes. Then we wll| describe the
currently available quality indicators, including their
limtations. Finally, we will discuss other types of information
experts told us would be useful for neasuring SNF quality.

For this analysis, we interviewed CVS representatives,

i ndustry groups, researchers, clinicians, quality and quality
i mprovenent experts.

One big question is why is it inportant to collect SNF-
specific quality information? GCenerally both SNF patients and
nursing home residents are in the sane facility but the patients,
the goals of their care, and the care they receive are very
different.

This table shows sone of the differences between SNF
patients and nursing honme residents. Medicare SNF care is al ways
post - hospital and involves daily skilled nursing or
rehabilitation care. Nur si ng home care is not post-hospital and
it is custodial or non-skilled care. The goal of SNF care is
recovery or inprovenent to the patient's highest |evel of
functioning. The goal of nursing hone care is maintenance of
functioning to the extent possible.

The average length of stay for SNF patients is 25 days. In
contrast, the average length of stay for nursing hone residents
is two years. On average, SNF patients nake up 8 percent of a
nursing honme's patients. Nursing honme residents make up the
remai nder .

Most facilities have designated all of their beds as SNF
beds, but SNF patients fill only a few of those beds. The
average facility has seven short-termpatients and 84 |ong-term
residents. Half of nursing hones have five or fewer SNF patients
per day. Large national chains have a | arger share. They tel
us that up to one-fourth of their patients are SNF patients.

G ven all the differences between short-term patients and
| ong-stay residents, experts tell us that quality for nursing



home residents is not necessarily related to quality for SNF
patients. The small nunber of SNF patients conpared to |ong-stay
residents has inplications for patient care and quality and
supports the need for collecting SNF-specific information.

Much of the research on quality makes no distinction between
short-stay patients and long-termresidents. But the Mdicare
program and MedPAC need separate nmeasures for several purposes.
CVB must nonitor quality of care for SNF patients as part of
their responsibility for the Medicare program | nplenentation of
a prospective paynent systemrai ses concerns about whet her
provi ders have incentives to inprove or reduce quality under PPS.

Every year MedPAC assesses paynent adequacy for SNFs and
recommends an update to paynents. Change in quality is one
factor we use to determne if paynents are adequate.

Finally, Medpac has reconmended that CMS explore tying
paynent to provider performance on quality. WII| accepted
nmeasures are critical to pay based on quality.

M5. MLGATE: OCMS currently uses two sources of information
on quality for short-stay patients in nursing facilities, first
t he m ni num dat aset and secondly, OSCAR, the Online Survey
Certification and Reporting System The first three indicators
fromthe mninum dataset are al so the ones that the Nationa
Qual ity Forum endorsed for short-stay patients in their process
for |l ooking at neasures in nursing facilities.

The m ni num dat aset was devel oped primarily as an instrunent
totry to standardi ze the assessnent process in nursing
facilities, but has over tinme been used now for a couple of
different purposes in addition. That is, for determ ning paynment
as well as for developing quality indicators.

For the short-stay patients, they are all assessed -- or the
per cent ages of the residents that have the incidence of delirium
pain or the preval ence of pressure sores is derived fromthe 14-
day assessnent. So because it's derived on the 14th day the
patient's in the SNF, that neans, in fact, you | ose sone patients
because sone patients actually are di scharged before the 14th
day.

So the indicators ook at, on the 14-day assessnent, the
per centage of patients that show synptons of deliriumdifferent
t han usual functioning, the percentage of patients that report
t hey have noderate or severe pain. And then for the preval ence
of pressure sores, it's actually a change in tine. They | ook at
what the scores were on the five-day assessnment. And if there
was a zero and then it's progressed to a pressure sore, that's
noted. O if they had a | evel one or a level two, they see if it
has progressed to a higher-|evel.

So those are the three primary indicators that CMS uses for
SNFs.

The second source of information in OSCAR. This is
information that's reported for the whole nursing facility. So
again, you get sone information that m ght be useful for short-
stay patients but it's not broken out so it's unclear what the
informati on here mght nean for those short-stay patients.

In the OSCAR you have survey reports on deficiencies that



| ook at the severity of the deficiency as well as whether they

were resolved. It also reports on conplaints. And that there's
al so sone staffing levels reported. And it's broken out by
regi stered nurses, licensed practical nurses and certified nurse

assi stants.

Since the primary information cones fromthe MDS, we asked
our expert interviewees to tell us a little bit about what they
t hought were the limtations of the MDS and to suggest sone
i nprovenents, given that's a tool that is currently being used in
nursing facilities. Here's what they said to us.

Because it was designed for |ong-stay patients, they
suggested there's really too few useful indicators for short-stay
where patients are expected to actually inprove, which is a
different way of |ooking at the patient, as Sally nentioned
earlier.

Wil e current indicators provide sone useful information,
they thought all of those areas were really inportant to nmeasure,
they said that there are sonme inportant ways that they're
designed that m ght actually m slead those that are reading the
i nformati on.

One exanpl e that struck nme was that nurses are supposed to
report a patient's actual experience with pain, whether they are
on pain nedication or not. But nurses are hesitant to code a
patient on nmedication as not having pain. So they are nervous,
the experts are, that in fact these are not being filled out
correctly because the nurses don't want to say well, there's not
pain but they're on sonme sort of pain nedication.

Further, a high score on pain is supposed to indicate poor
pai n managenent, but several of our interviewees suggested that
hi gh scores could actually nean the facility is doing a better
job at assessing pain. So this isn't to say that you shoul dn't
assess pain or you shouldn't | ook at pain managenent, but that
they wonder if, in fact, this is the best way to do it.

In addition to | ooking at the substance of the neasures,
they say the timng of the MDS assessnment also limts its
utility. In particular, you need to have an assessnent on
adm ssion and di scharge. So while there is a five-day adm ssion
assessnent, perhaps there should be one that's earlier than that
so you can really | ook over time at what happens to the patient.

In particular there were concerns, though, about not having
sonme type of picture of the patient at ad discharge so you could
really | ook at what happened before the patient was di scharged.
They said, however, that this did not nean that there needed to
be anot her assessment, an MDS assessnent, but it could even be
done on a tool that would be nore specific to quality and have
fewer indicators on it or fewer areas to fill out than the MS
actual ly did.

In terns of validity and reliability, there was a GAO report
that did sonme digging into this and found that while on a
national |evel the error rates for filling in the various
sections of the MDS were 11 percent, that on the short-stay
patient indicators, in fact, two of the three short-stay
indicators had error rates quite a bit higher than that. So they
guesti oned whether this would actually be an accurate picture at



the facility level, in particular.

There was 18 percent error rates for pressure sores and 39
percent for the noderate pain and 42 percent actually for the
I nt ense pain.

So we asked them in addition or besides the MDS infornmation
that is collected, are there other quality concerns that they
t hought were inportant to be nmeasured. These were the ones that
really rose to the top, in terns of talking to our interviewees.
| would say the first one was probably nentioned by about
everyone we tal ked to and there was a couple of different ways.
There was all rehospitalizations. And then there was al so
hospitalizations for conditions that really have been found to be
associated with good quality of care or poor quality, depending
on how you want to look at it. MdPAC actually used the
rehospitalization for specific conditions in our March 2004
report when we were | ooking broadly at SNF quality.

The second one is discharge destination. This was | ooked at
as an outconme which really captured a broad core of the types of
things that need to be done for patients to reach their goals of
care. Since so many SNF patients do have rehabilitation, one of
the key goals of care is actually to go honme. They said that
| ooki ng at how many actually do go home, or where el se they m ght
have gone, was really a critical feature also of |ooking at
quality in SNF.

The ot her was functional inprovenents. Again, this was kind
of an over tinme | ook at how SNF patients did in their care.
Agai n, because so many are getting rehabilitation services that
you really should | ook at whether a patient has inproved over
time. This is really tied into the concern that there's no
di scharge assessnent because there wasn't really an ability to
nmeasure over tine. And then the fourth we heard was that it
m ght be useful to start exploring the use of standard or best
practice protocols for these types of patients. That while it
was useful to look at the incidence, for exanple, of pain there
m ght be a nore direct way to actually | ook at the pain
managenent process and if there were key processes that were
actually being followed. Ws the patient's pain actually
assessed on a regular basis, for exanple. So they suggested we
m ght want to start |ooking at that.

At this time, that concludes our presentation. W would ask
you to give us feedback on the strategies that are suggested by
t hese experts for obtaining better information on SNF quality.

DR MLSTEIN. This list of potential increnments appears to
be very prom sing and |ikely account much better for quality of
care. But sone of themwould not cone at |ow cost. Were there
any associ ated estimtes of what the information collection
burden m ght be associated with sone of these neasures?

M5. MLGATE: W didn't ask specifically the cost but the
met hod for getting the information, for exanple,
rehospitalization overall as well as for particular conditions,
there are sone prograns that run on clainms. | don't know how
much the analysis of the clains will cost, but in terns of data
collection burden it would not be high. And then the discharge
destination is something where there al so exist prograns to | ook



at that.

The process, | doubt, would be a bigger project.

DR. MLSTEIN. The process and the change in functiona
standard, which |I think would be the gold standard, would be not
i nexpensi ve.

M5. MLGATE: | don't know enough to say definitely about
this, but there are sone fields in the MDS already that | ook at
functioning. So I don't knowif it would be possible or not or a
good idea or not to use those. As long as you had the discharge
assessnment, perhaps they could be used. But | don't want to say
that definitively.

DR. CROSSON: | don't think I'mintenperate enough to
suggest one quality measure over another and we probably woul d
not finish the neeting today if we did that.

But | was struck by sonething. That was in addition to
needi ng i nprovenents in quality, needing to differentiate between
SNF patients and nursing hone patients or custodial patients, was
t he observation that in fact the SNF patients are admtted for
sone very different reasons. | think the distinction that was
made was that sone are admtted for functional recovery,
presumably to get back to an independent living situation.

O hers for sonmething that's nore like confort and palliation
individuals with a fatal disease. And a third category that is
basically involved with nmedical stabilization, presumably to then
be di scharged to sonme other care setting, a | esser care setting

i ncl udi ng honme care.

If that's the case, it seens to follow logically that if
you're going to neasure the quality for those three
cl assifications, you ought to have quality neasures that are in
some way related to the difference in outcones that are expected
for those three groups. Wat those ought to be, I would not
coment on.

But | do think the logic of the paper suggests that if that
distinction is real and can be applied, then it kind of drives a
qual ity nmeasurenment process which is relevant to those
classifications and should start early in the adm ssion.

DR. NELSON: | like the way your chapter is devel oped and |
respect your use of your panel of experts to vet these itens
wi t h.

But if may be that they were | ooking at things froma 30,000
foot level. As | took a |ook at the quality reporting on the
SNFs in the area where | practiced and tried to determ ne whet her
they had discrimnatory value in terns of which long-termcare
facilities | thought were good when | was in practice, and |
could not get fromthe data the sane kind of discrimnatory
information that | got as a practitioner when | either would
visit patients there or hear fromfamlies or the patients
t hensel ves on their experiences.

So ny comrent is around a reality test of sonme of these data
with a couple of focus groups conprised of discharge planners or
physicians in a |ocal area to get their ideas on how useful the
quality reporting is and whether it either agreed with or
di sagreed with their ideas on the quality of the skilled nursing
facilities in the area.



That may be far-fetched. It may not be practical or it
m ght not give any information. Certainly you wouldn't want to
use di scharge planners fromfacilities that were attached to a
SNF. But nonet hel ess, those folks do formul ate pretty cl ear
i deas on what's good and what isn't good in their |ocal area.
And | think that it would be really helpful if indeed they
t hought that there was sonme concordance between the quality data
that are reported for these facilities and what their actual
per ceptions were from being on the ground.

DR. KAPLAN: Al an, your story is not an unconmon one, by the
way. It is a story that | have heard a | ot about, that | have
heard a lot fromvarious informants.

My concern is that one of the things that we're really
trying to do is get at what is the quality of care for the SNF
patient. | think what you are really talking about is to help
consuners choose a nursing hone, the consumer or their famly or
a professional perhaps, choose a nursing hone.

One of the things we heard fromevery single one of the
experts that we talked to was that quality for nursing hone
residents is not necessarily related to the quality of care that
the SNF patient receives in that sane place, that sane facility.
So I"'mnot sure we can really do both.

DR. NELSON: | have respect for what you say, Sally, and |
woul d not argue with it. But some of these neasures are so
susceptible to interpretation, pressure sores for exanple. And
the really best facilities in an area may | ook worse on paper
because of superior identification and reporting. |If indeed,
there was sone points of agreenent between both of these
directions, selecting a good facility based on its quality data
tone isn't alot different fromneasuring the quality within the
hone.

M5. MLGATE: | just want to say, Alan, that's basically
what we heard fromour experts is that the current neasures,
maybe they say sonething but in fact that there are sone really
limtations and they really should have sone additional
information to make an accurate decision about where to go or for
Medi care to nmake an accurate decision about the quality of care
of that setting.

So I think we found in our expert discussion, and maybe we
did not make it quite plain enough or clear enough, that in fact
they woul d agree with you 100 percent that the current
i nformati on does not really give you enough to assess accurately.

But the other factor was Sally's, which is a lot of it is
currently on the whole nursing facility so it is hard to ferret
out for the short-stay patient.

MR. HACKBARTH: So to put this in context, |ast year we
| ooked at ESRD and M+C. And in each of those cases we concl uded
that there were reasonable neasures, a fairly strong consensus
that there were good neasures, the data were collectible, et
cetera, et cetera. And we were prepared to nove ahead towards
using themas a basis for paying on quality.

Here, however, we have a very different circunstance. And
think the takeaway here is that our analysis and the experts say



that we really don't have a set of nmeasures that neet those tests
for the skilled nursing facility patients.

And probably on top of that there are issues about the
nmeasures used for the non-skilled patients, as well. But that is
not the inmedi ate question before us. So we have got a ways to
go here. There is work to be done. W're not going to be
recommendi ng paying for quality at SNFS any tinme soon, | think is
the bottom i ne.

DR. WAKEFI ELD: You listed NQF's three measures that they
were recomrendi ng for short-stay patients. Wen | read this,
was struck by the difference between that and your expert panel
and the directions that they went. They seened, to ne, to really
nmove in very different directions, expert panel focusing nore on
some process neasures, et cetera. Just lots of differences.

Do you know whether NQF |imted their scope of what they
reviewed to just MDS? O did they | ook outside of MDS, as well?
Because I'mreally struck by the difference here.

M5. MLGATE: They did primarily limt it to MDS-derived
i ndi cators because nost of the information they were relying on
for validity and reliability was information that had been done
on MDS.

They did tell us though, because we asked themthat question
actually, they did say in their report that we really could use
some nore research and devel opnent of neasures for the short-stay
patients. They did not suggest that these three were sufficient
in and of thenselves. But these were the three that rose to the
| evel that they felt they could recomrend for post-acute patients
in nursing facilities.

MR. DeBUSK: A couple things. | want to go back to the MS
From ny understandi ng, the MDS has never really been that
successful. You've got 300 itens to mark or what have you on
that sheet. It seens to be volumnous in trying to do this job.
But | ooking here at the quality concerns that could be neasured,
if you | ook at rehospitalization, discharge destination,
functional inprovement, those are after-the-fact neasurenents.
That's after the incident has occurred. You go down to the use
of standards or best practice protocols, that's the process. It
| ooks like the place to go on the front end would be to establish
the process and neasure the process which ultimately is going to
gi ve you your outcone.

|s there a set of standards that exists out there now for
nur si ng home?

DR. KAPLAN:. Qur experts tell us that there are sone
standards. | think we were |ooking at rehospitalization and
di scharge status and inprovenent in functional status as being
out cones, and then the processes being process neasures, and not
to use one necessarily to the exclusion of the other. But the
process neasures would take nore work to devel op. The others,
two of them could be readily neasured from existing data, and the
change in functional ability, you would have to have a di scharge
assessnent of functional ability.

MR DeBUSK: It's alnost |ike we've got to start somewhere.

M5. RAPHAEL: A couple of points. First of all, | believe
that there is some overlap between the short-stay and the | ong-



stay patients and they're not always so clearly in one canp or
t he ot her, because people who are admtted for short stay
sonetimes end up staying for the 24 nonths or the 18 nonths. So
| think we need to just be aware that the lines are not al ways
clear. Even though we don't pay for the |onger stay patients,
will say quality is nore inportant when you're spendi ng 24 nonths
in a nursing home than if you are spending eight days in a
nursing home. So | do not want to | ose sight of that and we
shoul d be careful not to have two-tier systens here that we are
contributing to creating.

For me, what I'mtrying to grapple with is, if we take what
A enn posited that we are not ready for prine tinme yet here with
t he neasures, the question for nme is where do we go? Because we
have rai sed i ssues overall about the efficacy of the
classification and the paynent systens for SNFs. W have tal ked
about the need for redistribution toward the nore nedically
conplex, et cetera. So I'mtrying to understand how we put this
all together and where does this take us? And what could we
begin to recommend that could help to nove us toward a nore
effective way of purchasing services fromSNFs? | don't really
yet understand fromall that you' ve done so far what you think
m ght be a | ever that could nost help us to nove al ong.

M5. MLGATE: Sally may need to answer that nore broadly,

but the purpose of this exercise wasn't quite that broad. It was
nore a matter of not just looking at the ability to do pay for
performance but also nonitoring of quality in general. That

there just wasn't enough tools to do that, and that is was
important for the Medicare programto have a better tool box for
measuring quality in SNFs.

Now what that would be used for is another question that |
think you're raising nore broadly, and what we feel |ike we got
from our discussion and anal ysis was sone suggestions for how you
m ght be able to get sone nore information that woul d be useful
So it wasn't really at this point at least in a broader context.

M5. RAPHAEL: But if we are going to refine the systens that
we have currently, shouldn't we enbed sone of this into any
efforts to refine and collect data on patient status?

DR. KAPLAN: Your question is good and | think part of the
whol e thing is that nost of the nmeasures that we tal ked about,
that we are thinking could be used to neasure quality in a SNF
are not necessarily specific to the existing -- there don't
necessarily have to have the existing or have to get rid of the
existing instrument. W're not really saying anything at this
poi nt about that. And they aren't necessarily related to one
cl assification systemversus anot her.

For exanple, if you' ve got a whole different classification
system these are still nmeasures that you m ght want to have for
SNFs. That is what our experts told us. This is what we would
be concerned about for SNF patients. W started from scratch.

We did not say, tell us about if you had the MDS or if you had
RUGs. We said, what are you concerned about with SNF patients?
So for the clinicians, they're in the SNF. They are not thinking
about MDS or RUGs.

| think your question on paynent is good. As you know, |



know | have been telling you this for five years, that there is a
report that is due to Congress in January 2005, which is only a
few nonths away on alternatives to the classification system So
| think I have to ask you on that question to ask you to be
patient for a little bit |longer, and hopefully we can get to that
after that report is to Congress.

But | feel like this is part of that issue, but it is not
just related to that issue. This is really just related to
quality of SNFs. Yes, it is in the context of performance for
SNFs. But if I tell you the real notivation of why | wanted to
| ook at this was because | wanted sonething that we could use in
our paynment assessnent analysis on quality. Every year we
struggled to find anything that we can use to say sonethi ng about
change in quality for SNF patients. Not for NIF patients, not
for the whole facility, but just for SNF patients. W struggle
with that every single year. That is ny first notivation. Then
as we |earned nore then it noved into other areas. But that was
first and forenost what | wanted to do was has sonething to say
about SNF quality.

DR RElI SCHAUER: Carol raised an issue that | wanted to ask,
and that is if we have any information about the fraction of
| ong-stay nursing fol ks who at one tinme or another where a SNF

patient? | have three bits of anecdotal evidence from parents
and parents-in-law, all three of which at some point in the
nursing home were a SNF patient. | can see that the needs are

different and all of that, but I don't know, nmaybe 75 percent --
" mjust making this up.

DR. KAPLAN:. Seventy percent of patients who are admtted to
SNFs go hone.

DR REISCHAUER: It's a very conplicated thing that |'m
t hi nking which is, during a lifetinme or doing the last X years of
life when people are in and out as a SNF, as a nursing patient,
and you just track the sane people, what fraction have this
experience is what |'m wondering.

DR. KAPLAN: | don't think that information has ever been
studied. | think there's information on what the odds are of
being admtted to a nursing hone, an institution. There's that
information. Then there's information that 70 percent of the
people admtted to a SNF go hone. But there's not this other
information that | think you' re |ooking for.

DR. REI SCHAUER. The other point | wanted to nmake was really

the sane one that Pete made. | was quite surprised, and maybe |
shoul d have known, that the MDS was as hefty an instrunent as it
is; 300 questions, 500 data points. | was wondering how many of

these are things that don't change? This thing is filled out
twice over the first two weeks, and how many of themare |ike
address, or name of next of kin, or height, or things that are
not likely to change, as opposed to sonething that woul d change.

And secondly, how long does it take to fill this out? |If
these were all changeable itens which you had to get observation
or information about, this is a day-long process to fill one of
these out things out, it strikes nme. | can't inmagine that that
much specific, different information is really necessary for
what ever purposes this is point to, but I mght be wong.



DR. KAPLAN: As far as | know, nobody has done an anal ysis
of how much changes from one assessnent to another on the MS
and | am not even sure that anybody has done anything on how
often a group changes on the paynent system because that
determ nes your SNF paynent for that period per day.

The amount of time that it takes to do an MDS, nmenory is 2.5
hours, but | may not be exactly accurate about that.

MR. HACKBARTH. That is a comment that we have made in past
reports, about the burdensone data collection, and we need to
streanl i ne and have common el enents for different types of post-
acute care.

DR. MLSTEIN. This discussion for ne has sone inportant
generic elenments that always underlie the question as to whet her
or not current nmeasures are good enough to go forth or they're
not good enough to go forth. Mybe |I could just briefly coment
on this.

It seens to me, if you categorize sone of the conments nmade
to date they really conme out on different sides of the follow ng
bal ance. On one side of the balance is the value of del aying
pay-for-performance until we have a good enough measurenent set.
On the other side of the scale, reflecting Carol's comments, is
this inplicit idea of the opportunity cost to American Medicare
beneficiaries of being in facilities in which quality is not a
basis of paynment. Those two interests need to be wei ghed and
sonetinmes there's a tendency to | ook at the inadequacy of
measures and say, let's just wait. But |I for one think we have
to be equally m ndful of the opportunity cost of continuing what
has apparently been a nulti-year tradition of |ack of pay-for-
per f or mance.

Sonme thoughts | have on how this gets resolved in other
situations -- and this is for the staff, a question of what is
known about -- do we have any research evidence on the
correlation in facilities ranked using today's highly inperfect
quality set with a robust set? |If there's any evidence to
suggest that facilities ranked using today's thin set with a nore
robust set are reasonably good, then that would wei gh on the side
of the scale towards going forward with an early version of P-
for-P rather than waiting.

The second thing that occurs to ne is that we have sone
wi sdom or an opinion on this expressed in Congress inits
decision with respect to hospital pay-for-performance. |f anyone
were to step back and say, what percentage of hospital quality is
captured by the 10 process neasures that we are now not
insignificantly rewarding hospitals for, it is not a very happy
answer. |'mnot sure it's a better answer than the current
nmeasures we have available for SNF patients in nursing hones.

So one way of essentially noving forward, if that's the side
of the bal ance we decide we m ght want to act on or be relatively
i npressed by, would be to nodel that and, for exanple, suggest a
P-for-P that's based on the SNFs collecting and reporting this
nore robust neasure set that's been proposed. So then when we
want to nove to pay-for-performance in another two years we
aren't bempaning the fact that we are still where we were five
years ago. O deciding if there is reasonable correlation



bet ween thin nmeasures and good neasures that is good enough,
maybe not to go forward with plus or mnus 20 percent, but maybe
plus or mnus 0.3 percent or 0.4 percent as a way of beginning to
address the opportunity cost of having a quality insensitive
paynent system for nursing hones.

MR. HACKBARTH. | fully agree with your bal ance statenent,
your initial statement. |Indeed in our past discussions of this,
our past reports in congressional testinony, we've nmade nuch the
sanme point, that there is a cost to the current system The
phrase that we've used over and over again is that the current
paynent systemis at best neutral towards quality, and indeed
often hostile. So people ought not feel confortable with the
status quo. There is a dramatic need to change, in our
col l ective perspective, what we do here. So | think your
statenent fits quite well with where the Conm ssion has been in
t he past.

Now having said that, | think there are sone types of errors
that are worse than others. So if we have poor quality neasures,
i nadequate quality nmeasures that create an incentive for people
to do the wong things with patients and further conpound the
probl ens that we have got, | worry nore about that than neasures
that of wong just in degree. They are pointing directionally in
the right direction but it's just a matter of degree.

The way | interpret sonme of the discussion here is that in
SNF care sonme of the neasures m ght actually point in the wong
direction and reward behavi or that actually we don't want to
reward. | worry about that.

DR. MLSTEIN. | wonder if anyone can address the question
of whether or not facility ranking using nore robust measures is
reasonably well correlated with facility ranking using these
currently avail able | ess good neasures. Because that woul d
really help for ne resolve which side of the balance I'd like to
conme --

MR. HACKBARTH. | think that is an excellent question. The
begs though, do we have the conparison set? You need the nore
robust neasures agai nst which to conpare.

M5. MLGATE: | do not think we can sit here and prom se
that but it is sonething that we could take a |ook at. For
exanpl e, the rehospitalizations, we have run those before. W
haven't done rankings and | do not know if rankings for the MS
nmeasures are available to us either.

DR MLLER | think sonme of the fundanental question that
we' ve brought up here to be discussed is, a lot of the
conversations that occur here and out in the field is when people
start tal king about this, they're all tal king about different
things. You say quality of nursing hones and people start
t hi nking nursing facilities. W're often talking about SNF. So
t he conparison that you're |l ooking for, even if the analysis are
done, are the neasure sets that you would actually do that on, is
t here agreenent on what those would be? Mich |less, has the work
been done?

| think a fundanental point we're trying to lay out for you
here is, we're starting to parse that distinction and we're goi ng
to pursuant it in a particular direction and trying if you agree



and whether that's the direction we're going to go in.

DR. MLSTEIN. Wat |'m suggesting is, there is a body of
heal th services research on quality of care in nursing hones.
All we have to do is find one piece of prior research using these
nore robust measures that occurred concurrent with, and focused
on SNF patients as opposed to the nursing home patients, that
occurred concurrent with a tinme when these | ess good but
avai |l abl e neasures were calculated. |If you tell ne that no such
research exists --

DR. KAPLAN: There's a large body of research on quality for
nursi ng home residents, long-stay residents. Usually the short-
stay patients are excluded fromthat research, so there is
not hing. The experts tell us that sonmeone that ranks high on
quality of care for nursing home residents is not necessarily
going to ranked high on quality of care for SNF patients.

DR. MLSTEIN. The idea is, there is no such thing as a
wel | -done piece of health services research that eval uates SNF
patients within nursing homes with respect to any of these nore
robust neasures of quality that the expert panel reconmended.
It's just never been done.

DR. KAPLAN:. Exactly; never been done.

MR. DURENBERCGER: | was going to suggest that naybe one of
the reasons is we haven't fixed -- we are fixing accountability
on institutions which largely are doing nursing home work, and
they are doing sone SNF work and so forth, as opposed to focusing
the accountability for nmy health or my nother's recovery or
what ever the case may be on a doctor, or on the hospital from
whi ch he or she was referred. Al | want to do is plant a seed
in the longer-termresearch that we ought not to be | ooking
separately at the facility reinbursenent but in capturing this
pay-for-performance in a paynent to the person or the facility
that is responsible to the beneficiary for the delivering the
series of care that ends up in recovery, inproved function,
what ever the case may be.

| don't know how practical it is, but I am saying, get off
of trying to rate an institution which is really in another
busi ness, people who are in there for eight days or 12 days or
what ever the average, 25, and put that accountability and the
rewards for it on the professional or the institution that is
responsi ble for the recovery or inproved function of the person
that is involved, and let them help you devel op the neasures for
recovery.

MR. HACKBARTH: Thank you very nuch



